A CASE OF FULMINATING ETHMOIDITIS WITH 
METASTASIS.* 

Dr. Ira Frank, Chicago. 

Though the literature on the diseases of the accessory sinuses of 
the nose abounds with frequent references and case reports of acute 
suppurative disease of the ethmoidal labyrinth complicated with 
orbital abscess or subperiosteal empyema of the orbit, 1 have been 
unable to find recorded a case in which the course of the process 
was as short as in the present instance. Moreover, I am unable to 
find reference to remote metastatic abscess occuring in the course 
of the acute disease. It is for these reasons, which I believe to be 
of interest, that I take the liberty of presenting the following history. 

Mr. A. B., a youth of 19 years, came under medical attention 
twenty-four hours after the onset of an attack of grippe,, occurring 
some time previous to the recent pandemic. Iiis complaint at the 
time consisted of malaise and moderate cough, and physical exam¬ 
ination substantiated a diagnosis of a very mild bronchitis. The 
temperature record showed an elevation of a fraction of a degree. 
I he following day an additional symptom of general frontal head¬ 
ache was complained of, though not sufficiently to suspect the dis¬ 
comfort to be other than an ordinary grippe manifestation. During 
the next twenty-four hours the cough and malaise remained un¬ 
changed, but the headache was no longer complained of. On the 
fourth day of the illness the headache returned, locating in the right 
frontal region, this time more severely, and the patient complained 
of a moderate coryza. By the next morning the frontal pain was 
sufficiently intense to suspect sinus disease, and the physician in 
charge put the patient on a treatment consisting of an adrenalin 
nasal spray and urotropin internally. There was no discharge from 
the nose other than small amounts of clear mucus, and this char¬ 
acter did not change until the next day, when the secretion became 
more serous and slightly blood-tinged. By this time the severity 
of the headache was greatly increased and the patient was quite 
miserable. lie was unable to breathe through the right nostril and 
complained bitterly of a pain and sense of fullness around the right 
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eye. Tenderness was very acute. About eleven o’clock in the morn¬ 
ing an edema was apparent in the upper and lower lids, with some 
redness, and this continued to increase rapidly until the patient was 
unable, in a few hours, to open the right eye. I was called in con¬ 
sultation at this time. 

I found the patient to have a temperature of S) ( J.G°, with normal 
pulse and respiration. The right eye was completely closed by the 
intensely red swelling of the lids. The swelling was quite firm 
and tender, and definite fluctuation was not apparent. Intranasal 
examination revealed an almost total occlusion of the right narcs, 
due to a tremendous edema of the lateral wall and turbinate bodies, 
which practically eliminated all landmarks. No pus was visible, but 
there was an ooze of pinkish serum from the swollen turbinates. 

Unable to have an x-ray picture without considerable delay, the 
patient was immediately moved to a hospital operating room, where 
after careful application of cocaine and adrenalin I was finally able 
to remove the anterior third of the right middle turbinate. This 
procedure freed a large quantity of pus, which was apparently re¬ 
leased from the region of the infundibulum and posteriorly. The 
patient was returned to bed with sufficient nasal packing to control 
hemorrhage, the packing being removed in a few hours. 

On the following day the temperature reached 104.2° by 10 a. m., 
and though there was a rather free discharge of pus from the right 
nostril there was no diminution in the patient’s discomfort, and no 
change in the character of the external swelling. 

An x-ray picture taken during the morning revealed a very small 
frontal sinus, a cavity so small that it was impossible to absolutely 
differentiate it from an ethmoid cell. The ethmoidal labyrinth was 
distinctly cloudy on the right side. 

The patient was again taken to the operating room, anesthetized 
with ether, and a Killian incision made over the right eye. After 
retraction of the periosteum an attempt was made to open the frontal 
sinus at a point corresponding to its probable position according to 
the x-ray plate. This attempt being unsuccessful, the lips of the inci¬ 
sion were more widely separated- and the orbital contents were re¬ 
tracted laterally. In the process of raising the periosteum from the 
orbital plate of the ethmoid bone there was a sudden escape of pus 
from beneath the membrane. With good exposure of the entire 
orbital plate, the ethmoid cells were thoroughly curetted from with¬ 
out. A large quantity of thick white pus was liberated from the 
labyrinth. A gauze drain was inserted externally and the incision 
partially closed. 
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Following this operation the expected return to normal tempera¬ 
ture failed to occur. Relief from the headache was almost immedi¬ 
ate, and the patient was able to open his eye with ease in a very 
short time. The thermometer, however, continued to register an 
irregular temperature, varying between 100° and 104.° 

The first hint of further trouble was a severe pain located in the 
left shoulder, complained of on the day following the second opera¬ 
tion. This pain became rapidly so severe that opiates were neces¬ 
sary to control it. A blood-culture was taken and a general surgeon 
was called in consultation. For two days there was no change in 
the situation, the temperature continuing to rise and fall irregularly 
and the pain in the shoulder remaining intense. The blood culture 
proved to be sterile. 

On the third day the shoulder was explored with a needle, but 
no pus was found. The arm was dressed with large, hot, moist 
applications, and on the following day a swelling was noted external¬ 
ly below the deltoid muscle. The dressings were continued another 
twenty-four hours, when the patient was again anesthetized and a 
large subniuscular abscess opened and drained. The pus contained 
a pure culture of streptococcus. 

For a very short time after this operation there was a continua¬ 
tion of the temperature, but within forty-eight hours there was a 
noticeable improvement in all symptoms, which, once started, was 
uninterrupted and the patient left the hospital entirely well. 
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